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AMENDING IPLEDGE: WHY 
“ABSTAINING FROM ABSTINENCE” MAY 
HARM LGBTQ+ PATIENTS 

Dear Editor:
iPLEDGE, the risk evaluation and mitigation 

strategy program for isotretinoin, has been 
criticized for being unnecessarily complex, 
antiquated, and ineffective. It mandates 
that those with ovaries and a uterus who 
are premenopausal either take two forms of 
contraception or sign an abstinence pledge 
when starting isotretinoin. In a recent article 
published in the Journal of Clinical and Aesthetic 
Dermatology titled, “iPLEDGE Must Abstain 
from Abstinence”, Lowery et al1 argue for new 
guidelines titled iPLEDGE-R, which abolishes 
the abstinence option due to inefficacy, and 
instead requires all isotretinoin patients to 
use contraception. However, we believe that 
mandating contraceptives could harm the 
physical and mental health of people who do 
not interface with sperm (PDNIS), including, but 
not limited to, cis-women who have sex with 
cis-women and transmen who have sex with cis-
women or transmen. Rather than abolishing the 
abstinence option, we are calling for iPLEDGE 
to encourage physicians to have more open, 
individualized, and ongoing conversations about 
their patients’ sexual history and preferences 
and to explicitly incorporate more LGBTQ+-
friendly language to educate dermatologists 
about this growing population.

Mandating contraceptives through iPLEDGE-R 
for PDNIS has physical, mental, and ethical 
implications. Contraceptives are not benign 
medications; there is extensive literature 
on their potential side effects, ranging from 
increased menstrual bleeding, pain, mood 
changes, and weight gain to life-threatening 
thromboembolism, cardiovascular disease, 
or neoplasia.2 Not only is this especially 
burdensome for PDNIS but some patients could 
also perceive this as overmedication, which has 
been linked to decreased adherence, reduced 
health-related quality of life, and adverse 
reactions.3

From a mental health perspective, pushing 
contraceptives, a heteronormative practice, 
onto PDNIS teens can be harmful for their early 

identity formation, trust in the health care 
system, and overall mental health.4 It is widely 
documented that societal rejection, stigma from 
health care providers, and victimization are tied 
to higher rates of depression, substance use, and 
suicidality in LGBTQ+ youth.5 

Some might retort that PDNIS should select 
another treatment for nodular acne if they 
cannot comply with iPLEDGE’s isotretinoin 
guidelines. Yet, isotretinoin is widely marketed 
as the single best treatment for nodular acne 
by both iPLEDGE packets and dermatologists. 
Denying PDNIS individuals the right to this 
medication because of their sexuality is 
unethical.

It is clear that the iPLEDGE guidelines must be 
updated to properly serve the modern patient 
population. Strikingly, iPLEDGE packets have 
little to no language to guide LGBTQ+ patients 
or providers treating LGBTQ+ patients, although 
there are 15 million self-identified LGBTQ+ 
individuals alone in the United States. iPLEDGE 
should provide resources on their website 
and packets to encourage dermatologists 
to use LGBTQ-friendly language and take a 
personalized medicine approach. These simple 
changes will empower dermatologists to 
create safe spaces for all patients, regardless 
of the sexuality or gender identity stated at 
consultation, to share not only a detailed 
present sexual history but also to have an open 
dialogue at each monthly visit about whether 
those identities or behaviors have changed and 
whether contraception is now needed. This is 
one of many ways iPLEDGE must be amended to 
ensure that it is the most inclusive it can be.
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ELIMINATING ABSTINENCE IN IPLEDGE: A 
DERELICTION OF MEDICAL ETHICS?

Dear Editor:
In their recent article, Lowery et al1 argue 

that iPLEDGE should remove abstinence as a 
contraceptive method, requiring individuals 
with reproductive potential to instead use 
medical contraception, regardless of sexual 
activity. We feel this change would be unlikely 
to significantly reduce fetal isotretinoin 
exposure, raises unacceptable ethical concerns, 
and may further limit access to isotretinoin—
including for already marginalized patients. 

While prescribed contraception has higher 
efficacy in preventing pregnancy than 
abstinence at the population level, this does 
not automatically translate into abstinence 
not being an appropriate strategy for certain 
individuals. For instance, prepubertal and/
or precoitarchal adolescents, women who 
have sex with only women, many transgender 
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individuals, and individuals of some religious 
backgrounds do not engage in sexual behaviors 
(e.g., receptive vaginal–penile intercourse 
with a fertile partner) that can result in 
pregnancy. Certain age groups may be at lower 
risk of pregnancy regardless of sexual activity. 
Between Years 3 and 5 of the iPLEDGE program, 
only five unintended pregnancies occurred 
among patients older than 40 years of age, 
including no reports of unintended pregnancies 
among those choosing abstinence in this age 
group.2 Additionally, some patients cannot 
utilize prescribed contraception due to medical, 
personal, or religious reasons. 

Therefore, removing abstinence poses ethical 
issues. First, it compromises patient autonomy 
by forcing an individual into a potentially 
unnecessary intervention so as to receive a 
necessary medication. Patients should be able 
to make decisions about pregnancy-related 
risks and contraception with appropriate 
counseling and monitoring during isotretinoin 
therapy as is already the case with other 
teratogenic drugs. It also undermines the 
principle of nonmaleficence, as prescribed 
contraception is not without side effects. Aside 
from the known potential adverse effects of 
many hormonal contraceptives, including 
nausea, weight gain, vaginal spotting, breast 
tenderness, headaches, and potentially fatal 
hypercoagulability, such options for transgender 
individuals may interfere with hormonal gender 
affirmation, whereas some may even worsen 
gender dysphoria.3 The feeling of coercion 
may irreparably harm the patient–physician 
relationship and sow distrust in the healthcare 
system. Patients and clinicians must jointly, 
through shared decision-making, weigh the 
risks of potential fetal exposure with the 
countervailing risks to the patients to reach an 
informed decision.

Finally, removal of abstinence may also 
disproportionately impact minorities and 
socioeconomically disadvantaged individuals. 
Such persons are already adversely affected 
by iPLEDGE, experiencing delayed initiation, 
increased treatment interruptions, and 
incomplete dosing.4 This disparity would 
become especially relevant for transgender 
individuals for whom contraceptive alternatives 
are simply not acceptable options. Minority 

individuals may further experience disparities 
accessing contraception, especially as many 
dermatologists do not prescribe short-acting 
contraceptives and/or are unable to insert 
implantable contraceptives.5  

Rather than removing abstinence, we can 
reduce rates of unintended pregnancies by 
better understanding who is actually using 
abstinence and who is not. We must work 
to improve our screening habits to actually 
understand a patient’s sexual behavior and 
risk of pregnancy, and their understanding of 
abstinence and other methods of contraception. 
We must improve contraceptive counseling 
while mitigating barriers to adherence to 
abstinence or other contraceptive methods.6 
Enhanced integration of contraceptive 
management into dermatology education 
may facilitate more productive counseling 
and prescriber comfort with all forms of 
contraception. Such education would be 
beneficial not only in the context of isotretinoin 
but also for combined oral contraceptive 
pills as monotherapy for acne. Other efforts 
to improve contraceptive adherence and 
pregnancy prevention could include more robust 
emergency contraception counseling and access, 
allowing for isotretinoin initiation immediately 
after starting hormonal contraception, 
providing more refills with each short-acting 
contraceptive prescription, and leveraging 
electronic reminders. These potential solutions 
may help achieve iPLEDGE’s proposed goal—to 
reduce fetal exposure to isotretinoin—in a 
more productive, ethical, and equitable manner.
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